Objective: to develop and validate an instrument which measures applied knowledge and practice regarding identification and management of potentially abusive situations in staff who work with older vulnerable inpatients. One of the anticipated uses will be to measure any change produced by attending an educational intervention designed to improve management of abuse. A vignette-based instrument was chosen to measure applied knowledge and practice over other methods of assessments which were felt not to be practical or provide too much cueing for the volunteering staff. Method: a parallel form vignette-based instrument was developed so that not only baseline knowledge but also change in knowledge could be measured. Abusive scenarios were adapted from researchers' clinical practice and from the literature. Advice from senior nurses about the suitability of the vignettes for ward and community based staff was obtained and the instrument was piloted. Staff working with older people and employed by health or social services working in inner London completed the questionnaire. Results: 79 (92%) of the eligible staff took part in this study. All completed the instrument. Version A of the Knowledge and Management instrument was answered by 39 staff, whilst 40 answered version B. The proportion of qualified and unqualified staff as well as the proportion employed by health or social services was similar for each parallel version of the instrument. The measure of internal consistency Cronbach's alpha was 0.89 for version A and 0.79 for version B. Parallel form reliability coefficient was calculated as 0.82, indicating that the two versions of the Knowledge and Management instrument perform similarly. Measures for concurrent validity according to years of experience and professional education also proved significant. Inter-rater reliability was calculated at 0.98 (P=0.01). Test-retest reliability at 0.69 (P=0.01) indicated that the instrument is stable yet sensitive to change. Conclusion: this instrument is a valid assessment tool that can be used to identify gaps in applied knowledge and management in potentially abusive situations in older people and allow knowledge in this field to be built on.
Introduction
One in five men and one in three women who reach the age of 65 in the UK today can expect to require 24-hour residential care [1] . Elders enter residential or nursing home care because of cognitive impairment, mobility problems and physical illness. Residential care facilities provide a supervised and protective setting for people who are vulnerable to exploitation by others. People without qualifications or experience may currently be employed as carers in these homes, with little introduction to the philosophy of caring for vulnerable older people, standards of care that are expected of them and what to do if they witness an abusive situation. Although qualified health personnel will have more training, there is little in the medical and nursing curricula that highlights abuse of older people.
The evidence to date suggests that abuse may occur to a disproportionate extent in institutional settings. For example Pillemer et al. [2] surveyed 577 randomly selected staff working in nursing homes. Thirty-six percent reported observing physical abuse and 81% psychological abuse. As staff may be reluctant to report abusive incidents the true rates within institutions are probably even higher.
In a review of abuse in institutions, Garner and Evans [3] conclude that all carers need to be taught the professional skills of caring for cognitively impaired individuals. This may seem obvious, but there has been little work on identifying what the gaps are in individuals' knowledge and skills and how these can be addressed successfully.
There is progress however in agreeing standards of care. 'No Secrets' published by the Department of Health [4] includes definitions of physical, psychological, sexual and financial abuse (see Table 1 ) and advises that NHS trusts develop multi-agency guidelines aimed at recognition and management of abuse of older people. These are for all staff and should encompass clearly laid out standards of care and guidelines about what to do if these are breached.
One of the obstacles in providing effective education to staff is lack of information about their baseline knowledge in this area. The minimum requirements include knowing what standards of care are acceptable, how to identify abuse and the appropriate response.
There are, at present, no validated instruments which measure the baseline knowledge regarding abuse of older vulnerable people or changes that are made after a targeted educational intervention. The instrument described in this study was developed to address this and was used to examine the effect of education in staff caring for older people [5] .
Aims
This study aimed to develop an assessment tool with satisfactory psychometric properties for qualified and unqualified staff working with vulnerable adults -the knowledge and management of abuse (KAMA). This instrument should:
1. Be acceptable, so that qualified and unqualified health and social services staff would complete it. 2. Measure baseline knowledge and management of abuse. 3. Measure change in knowledge and management.
Methods
The use of vignettes Not all skills can be taught or examined using real situations because of ethical and practical constraints. Vignettes can be used not only to assess knowledge, but also to examine the reasoning behind an answer. Almquist et al. [6] examined the predictive value of a written knowledge test based on vignettes and an actual medical performance compared to a videotaped consultation. The score on the written knowledge test was comparable to the score obtained when real consultations were assessed: Pearson's correlation coefficient ranged from 0.43 to 0.56, suggesting that vignettes may be equivalent to clinical situations.
Hayes et al. [7] examined the usefulness of case analysis to evaluate students who attended a one-year course in medical ethics. They conclude that vignette based instruments are useful in identifying the areas of knowledge that improve following an educational intervention. Vignettes avoid cueing of staff, whilst providing a practical way to assess applied knowledge.
Development of the vignettes
The types of abuse detailed in 'No Secrets' (Table 1) formed the basis of the situations tested. Realistic clinical situations were then devised on those themes, to cover types of potentially abusive situations that staff may encounter. The vignettes were developed to test not only background knowledge, but also a change in knowledge following an intervention. To avoid practice effect of administering one identical instrument twice, parallel forms were devised (parallel vignettes A and B are presented in full in Appendix 1).
Selection of staff
All staff eligible to attend a training session on protecting vulnerable adults who work for the local trust were contacted and invited to participate in the study.
Analysis
Data were entered into SPSS-PC.
Reliability methods
Internal consistency was measured by comparing the relationship between the total score and individual item scores of the vignettes using Cronbach's alpha. Split half m Physical abuse is defined as the use of force which results in pain or injury or a change in the person's natural physical state m Sexual abuse involves a vulnerable adult in sexual activities or relationships which they do not want and have not consented to or cannot understand and are not able to consent to m Psychological abuse has harmful effect on vulnerable adults' emotional health and development. Examples include absence of warm supportive human contact, ignoring, depriving an individual to the right to choice m Neglect, a behaviour which results in the vulnerable person's basic needs not being met m Social abuse is deprivation of the rights of a vulnerable person to engage in activities or to see friends and relatives and have other contacts m Professional abuse, is the abuse of power as a service provider in withholding or manipulating information, treatment or service in contravention of the rights and best interests of the service user. reliability was measured by comparing the scores from the one selected half to the rest of the items. Alternate forms reliability was calculated for the two parallel versions A and B. Inter-rater reliability was examined by calculating an agreement coefficient Cohen's kappa between two independent raters. Test retest reliability was calculated using Pearson's coefficient to compare scores of instruments administered at two different times to the same participant. The mean time from the first to the second administration was 29 days.
Validity methods
Content validity was discussed with a panel of experts consisting of two senior nurses and two senior doctors to establish appropriate coverage of the subject matter. They were also asked to comment on the face validity of the instrument, they considered if the scenarios described abusive situations clearly, without using the word abuse and thus avoiding cueing the participants. Concurrent validity was calculated using Pearson's correlation coefficient when examining the correlation between total instrument score and years of experience and Mann-Whitney when examining the relationship between total score and whether staff were qualified or unqualified.
Scoring of the KAMA instrument
Standard answers were developed to the instrument based on 'No Secrets' policy. Individual points were given equal weighting and there was no negative marking. Answers that scored positively for each of the instruments are presented in Appendix 1. The total possible score from the form of instrument B was higher than A, and so total scores are expressed in percentages.
Results
Eighty-six staff were approached by the author after initially consenting to take part. Seventy-nine completed the instrument. Thirty-nine staff members completed version A of the parallel KAMA instrument, and 40 completed version B. Table 2 summarises demographic characteristics of the participants. There were no statistical differences between the staff who were randomly allocated to fill in instrument A or B. As expected, most of the participating staff were female.
Demographic variables

Acceptability
The overall completion rate was 79 (92%) of the original 86 staff members who consented to complete the instrument. The seven non-completers dropped out before seeing the instrument. All staff who started to complete the instrument finished it. One of the noncompleters was a qualified nurse, with the rest being evenly divided between social workers and unqualified staff.
Reliability
Internal consistency: The mean total score for questionnaire A was 14.2 (SD 7.7) and for questionnaire B 16.0 (SD 6.5). The Cronbach's alpha for all of the participants was calculated as 0.89 for version A and 0.79 for version B. Parallel form reliability: The correlation coefficient between the total scores for versions A and B was 0.84.
Inter-rater reliability: Two raters scored 27 of the instruments independently; two tailed Cohen's kappa correlation coefficient was 0.98 (P=0.01).
Test-retest reliability: Correlation coefficient was 0.69 (P=0.01).
Validity
Concurrent validity: Scores on the KAMA instrument were compared with years of experience. In version A, the correlation was 0.46 (P=0.01) and in version B was 0.44 (P=0.006). The mean score was significantly associated with whether or not the participants were qualified or were care assistants (version A; Z=4.4, P-0.001, version B; Z=3.5, P-0.001).
Discussion
This is the first published study regarding the development of a tool for assessment of knowledge and management of potentially abusive situations in older people. Both parallel versions A and B of KAMA were found to be acceptable to the staff and psychometric evaluation showed that it is valid and reliable. The number of qualified nurses and unqualified care assistants was sufficient to show that the instrument has satisfactory psychometric properties for both groups of staff. We do not, however, know if the same would be true for other groups of staff (e.g. doctors and social workers).
Since the instrument was developed the United Kingdom Central Council for Nursing, Midwifery and Health Visiting [8] has issued a new position statement changing the guidelines regarding covert medication. It stresses that a decision to administer covertly can be made when the patient is not capable of informed consent but must only be made in the best interests of the patient or client and explains the consent issues that must inform any such decision. The multi-professional team and relatives must be consulted and the decision and the names of all who were involved must be documented in the care plan. The answers for this vignette (see Appendix) are therefore changed in line with this ruling.
The psychometric properties across all of the measurements were satisfactory and are similar to established instruments. For example, our correlation coefficients are comparable with other psychometric scales such as the Mini-Mental State Examination [9] . Similarly, both years of experience and qualifications were highly significantly correlated with the scores on the instrument. This is what we would have expected, as both of these parameters should be related to knowledge and experience.
The 'No Secrets' [4] publication strongly advises development of locally applicable guidelines as well as educational intervention aimed at improving the working knowledge of staff. Educational interventions just like any other interventions need to be evidence based. This valid and reliable instrument can be used to map out the existing knowledge and then to evaluate the effectiveness of educational interventions.
Incidents of abusive behaviour towards older inpatients are regularly reported in the national press and are recognised to be a widespread problem. Enquiries have identified lack of knowledge of acceptable standards in care and insufficient working knowledge of what to do as contributing factors that allow abuse to go undetected. Health and social services are purchasing educational courses to remedy this. This study has shown that the KAMA is a valid and reliable instrument. It has been used to map out existing knowledge and change of knowledge of staff who care for older people and thus allow knowledge in this field to be built on [5] .
Key points
. There has been no instrument to measure knowledge and management of abuse of vulnerable older people. . We have developed a vignette-based instrument which multidisciplinary staff find acceptable to use.
. The KAMA instrument is a valid assessment tool that can be used to identify gaps in applied knowledge and management in potentially abusive situations in older people and allow knowledge in this field to be built on. 5a. You overhear in the staff canteen a colleague explaining that he cannot stay long on his lunch break because their ward is so short staffed today. He mentions that their ward has therefore had to tie down Mr House, a 79-year-old man who has been going around hitting other residents. What would you do?
6a. Mr Flannagan is a 77-year-old recently widowed man who has been transferred from his home to a residential home. Initially he settled well, although he does not always remember that his wife died. Over the past 3 months he has been growing more irritable and has been verbally abusive towards other residents and staff.
He is frequently tearful in the mornings and has been spending more time on his own. His General Practitioner diagnosed depression and the treatment included taking antidepressants, but the resident will not take them. It is suggested by the manager that his tablets are put in his morning porridge. What would you do? 
